doctors, it on occasion raised questions as to the independence of basic scientists, and surgeons doing research. Garfin [20] in his well argued paper on the subject is robust in his defence of doctors having not only a medical interest in the success of any implant but also a financial one, Garfin accepts that surgeons presenting a paper reporting results of the use of an implant are entitled to have stock options in the company. I think many surgeons are uneasy about reported results from someone with such a direct financial interest in clinical success. When one looks back over the last few years, and sees the various devices that have made fortunes for the manufacturers, and some doctors, but which are now consigned to the scrap heap, after having failed robust prospective randomized assessment, and independent review, one is entitled to be suspicious of the influence of monetary gain on the reporting of initial results. Doctors are entitled to financial rewards for their work but should it ever be millions of dollars? Are we so incorruptible? What image does this project to the public, who observe medical costs escalating, and some doctors seemingly benefiting with vast sums. Industry does not like failure, so for example some years ago when we reported the poor results of the BAK cage (now a generally discredited cage) [45, 46] our industrial supporters (an international firm) [46] removed from our unit all financial support within 3 weeks, research fellow, equipment, and secretarial support. Perhaps, this was sensible industrial policy, but the message was clear….
The letter from Steffen [58] who is an experienced researcher makes some very important points: much greater transparency, and much greater arm's length association between industry and the individual project. Money is given to the institution, which is then distributed to the research group. If the principal investigator of a clinical It is a great pleasure and privilege to be asked again to review papers that have impressed me (or not,) and have useful messages for a surgeon, published in the European Spine Journal in 2008. 34 Regent Street, Nottingham NG1 5BT, UK e-mail: MULHOLLANDRCM@aol.com study of an implant has a conflict of interest, then in reporting results an independent colleague with no financial connection should take his place at this stage. This is an important subject, and as Garfin points out the ''devil is in the detail'' in considering our relation with industry. One hopes all those involved in research and implant development will read these papers and absorb their messages.
R. C. Mulholland (&)

Total disc replacement
Perhaps orthopaedic surgeons are pausing in their enthusiasm for total disc replacement. There were few papers dealing with it this year but the paper by Siepe et al. [57] is of some importance. Numerous studies of the results of total disc replacement have shown that there is a clinical dissatisfaction rate of some 30%, and in the past this has anecdotally been ascribed to facet pain, and as a consequence patients with clear facet pathology were denied such an operation. This study by doing infiltrative tests before operation, indicating that neither the facet joints, or the sacro-iliac joint were the cause of symptoms, demonstrated, however that after operation clinical failure was related to symptoms now developing in these structures. Of particular interest was the fact if such symptoms developed early they progressed. The authors are guarded about the cause of such symptomatology, but it would seem likely that either the artificial joint has some abnormal patterns of movement which stress the facet joints, possibly overload, or the device cannot address the issue of sagittal balance. It is of interest that 15 of the 21 patients with postoperative sacro-iliac pain were over 40, about which time sagittal movement of the sacro-iliac joint tends to stop. One suspects that our failures in low lumbar fusion may well be related to sacro-iliac pain. It would be of great value if similar studies were done with other implants with different geometry of movement. Certainly one hopes that this study will stimulate research into reasons for failure of TDR, which have been sadly lacking.
The paper by Punt et al. [49] is a review of 75 patients with failed disc replacement. The surgery was done at another hospital, so that what percentage of failure this represents is not known, although surgeons at the original hospital did report a 31% failure rate at 2 years (failure being the requirement for secondary surgery). Forty-five of the 75 patients in this review had further surgery, because clinical features and the examination of their X-rays, showed recognisable failures, migration, subsidence, adjacent segment degeneration and facet disease at the index level, and often adjacent level. A frequent reason for failure in this group was a prosthesis that was too small. Although this was an historical review, the mismatch between size of implant and vertebra is still with us. The paper by Michaela et al. [43] highlights this. They point out that measuring the dimensions of lumbar vertebrae based on CT scans and assessing the accuracy of the match in currently available lumbar disc prosthesis, the matches were inappropriate, in 98% for the antero-posterior diameter and 70 and 50% for other diameters. Their paper points out that larger footprints are required for all currently available prosthesis.
Adjacent segment degeneration was one of the causes of failure, which suggests that disc replacement does not prevent this. It is not clear whether adjacent disc disease was a feature of misplaced or subsiding prosthesis, but this would seem unlikely. Salvage by a posterior fusion alone was not very satisfactory, and the best results were achieved by removal of the prosthesis, and an anterior and posterior fusion. However even in this group the Oswestry score was only reduced from 56 to 43 with a 50% improvement in the VAS. Removal of the implant was done by a vascular surgeon and an orthopaedist, with no deaths, and only one major bleed (over 5,000 cm 3 ), which was reassuring. But the surgery was not for the faint hearted. The authors suggest that the destruction of the anterior longitudinal ligament, and anterior annulus, may be a factor in facet overload. An implantation technique and design of prosthesis that allowed implantation without the marked destruction of the anterior disc would seem to be a desirable development. There is a timely reminder in the paper by Kosmopoulos et al. [34] about the inaccuracies of methods currently used to measure the range of movement achieved by total disc replacements.
The paper by Galbusera et al. [19] concerned with design concepts in lumbar total disc arthroplasty reviews currently available literature on the biomechanics of total disc replacement and the geometrical, mechanical and material properties of the various disc prosthesis. Six hundred and sixty-six papers were reviewed, but only 93 papers had sufficient biomechanical information. The aspects that they wished an artificial disc to address were appropriate; restoration of physiological kinematics, mobility, avoiding segmental instability, restoration of correct spinal alignment, protection of the biological structures, and device stability and wear. They attempted from the literature to assess to what extent an artificial disc addressed them. What was clear was that studies were of established prosthesis that is they did not influence the initial design…. It also seemed to be the case that there was an overlap between constrained prosthesis, and unconstrained ones. In neither was it predictable what effect they would have on the various issues. Semi-constrained devices may be able to share a greater part of the load, but were more susceptible to wear. One would hope that in view of the above findings by Siepe et al., designs may be formulated to deal with the issue of sagittal balance. Designers are still obsessed by the bogy of adjacent disc degeneration, they should look at the paper by Andersen et al. [3] referred to below, showing the lack of this problem 10 years after fusion. One hopes that this review will influence manufacturers at the design stage to do as full biomechanical assessments as possible, and relate design to the causes of clinical failure when identified.
Degenerative spondylolisthesis
It is always refreshing to read a paper that reports a negative result as the paper by Verhoof et al. [60] does. It reports that the X-STOP does not work in degenerative spondylolisthesis. It is the case that the morphology of the facet joints, both their coronal alignment, and the fact that compression of the 5th root is beneath the superior facet of the 5th lumbar vertebra, and not as is often thought due to the inferior facet of the 4th vertebrae subluxing, that they could have predicted that no posterior distraction of the segment would affect this compression. To be fair they recognise this as the probable cause of their poor results, and their paper will have the useful result of preventing misuse of a device of value if used selectively. My colleague Michel Benoist is also reviewing the paper by Brussee et al. [6] assessing the result of the use of X-STOP in a population of spinal stenotics, not clearly excluding patients with mild degenerative spondylolisthesis. In their selection criteria they identify hypertrophic joints as being causative of stenosis. Perhaps their disappointing results are a reflection of the anatomical cause of the stenosis, as the paper by Verhoof identifies, and the use of preoperative CT scanning will detect stenosis related to compression in the lateral recess beneath the superior facet of L5, and hence not affected by distraction and therefore not appropriately treated by the device that relies on this to achieve therapeutic effect.
The paper by Kalichman promised much [29] . It was a very comprehensive review of the literature unbiased by any knowledge of the clinical disorder. The description of the disorder as ''one vertebra slipping over the other'', suggesting a dislocation and the description of methods of classifying slip appropriate to lytic and dysplastic spondylolisthesis, but having nothing to do with degenerative spondylolisthesis revealed that the author had little understanding of the anatomy of the disorder. His other epidemiological publications are extensive and of great value, I was particularly interested in his paper [30] , which demonstrated that facet degeneration in the community had little to do with low back pain. I hope my editorial independence allows me to suggest that such review articles are best invited from surgeons or physicians with an involvement in the field, which allows them to more fully, evaluate the information gained from the meta-analysis and its contribution to our management of the disorder.
Spondylolisthesis and sagittal balance
The paper by Labelle concerning spino-pelvic alignment after surgical correction for developmental spondylolisthesis [36] adds further information in the long running debate as to whether high grade developmental spondylolisthesis should be reduced or not. The benefits of so doing have to be balanced by the hazards of reduction. The paper by Poussa et al. in 2006 [48] convinced me that the clinical results of fusion in situ were as good, but reduction continued to be done by many surgeons for whom I had a high regard. This paper suggests that careful preoperative assessment of the spino-pelvic balance will allow the surgeon to select those with an unbalanced spine, as appropriate for correction. The paper shows well that in this unbalanced group, repositioning of the spine put them in balance. It was of interest that if reduction was done in a spine that was in balance, it could be moved into an unbalanced state, which might be the explanation for the occasional occurrence of a spondylolisthesis above a reduction. Unfortunately, the clinical significance of converting an unbalanced spine to one that was balanced was not known.
The issue of sagittal balance is addressed at length in the paper by Koller et al. [32] dealing with outcome when treating burst fractures conservatively. They state that ''the patients' spinal adaptability to compensate for a post traumatic kyphotic deformity varied in the ranges dictated by pelvic geometry, in particular pelvic incidence.'' The problem facing the surgeon is whether to accept a degree of actual or anticipated kyphosis in a burst fracture when such is treated conservatively [56] . Gertzbein [22] suggested that if the kyphosis was over 30 degrees, surgical correction should be considered. However, the incidence of lesser degrees of kyphosis on prognosis is not established [27] . One presumes from this study that if we only look at the local kyphosis then we do not assess the global loss of sagittal balance. The uncertain relationship of the degree of kyphosis to outcome is that pelvic geometry may modify the effect of kyphosis on sagittal balance. Unfortunately despite the great length of the paper and its complexity the authors end with the comment that further studies are indicated to ''delineate which burst fractures should be subjected to non surgical treatment or any of the reconstructive surgical concepts to yield a superior clinical outcome.'' Neck pain and associated disorders
Supplement 1 April 2008
This supplement is wholly dedicated to the report of The Bone and Joint decade 2000-2010 Task Force on Neck Pain and its Associated Disorders. It is a timely and comprehensive update on the Quebec Task Force's WhiplashAssociated Disorders published more than 10 years ago by Spitzer et al. It deals with the general epidemiology of neck pain, the incidence in workers, incidence in traffic accidents and assesses appropriate treatments in all these groups. It is not a supplement to be read in one sitting, but individual chapters stand alone as monographs on their subject. The paper by Guzman et al. ''A New Conceptual Model of Neck Pain'' [24] creates an appropriate background to the other papers. The classification of neck pain is reduced to four grades, rather than the five in the Quebec Task Force, and is applicable to all neck pain, not just Whiplash Associated Disorders. It gets rid of grade 0, (no pain) and grade 2 is defined by its effect on daily living, rather then physical findings of restricted movement, or localised tenderness. I think this simplification is useful and more practical in the clinical situation.
The papers dealing with the Burden and Determinants of Neck Pain in the general population, in whiplash associated disorders after traffic collisions, and finally in workers may be read at separate sittings as they are so filled with facts, but must be considered together [13, 26, 27] . The fact that neck pain is common in the population at large was not surprising but one was surprised at the level of disabling neck pain during 12 months was in some series as high as 11% (7-11.5%) and that although commoner as we age, was not related to disc degeneration.
Knowledge of the incidence of neck pain in the ordinary population is clearly vital if we are considering its incidence after traffic accidents, or in workers.
In discussing the factors associated with developing WAD in a traffic collision [27] the fact that pre-existing disc degeneration played no role surprised me. The only other predictive factor was that in insurance systems where there was no compensation for pain and suffering, i.e. no tort system, but a no-fault system was in place there was a 40% lower incidence of claims.
In discussing neck pain in workers [13] , clearly it was a significant source of pain and activity limitation. However, ergonomic strategies in the work place made no difference. One hopes that this message gets wider acceptance, my own anecdotal experience is that ergonomic intervention in the workplace has negative affects on patient disability, and on occasion employability.
The chapters on course and prognostic factors for neck pain, in the general population; in workers, and then in WAD patients were both of interest [9] [10] [11] , but especially the latter paper [11] . The lack of any evidence that collision specific factors played no role in prognosis is of importance in view of the increasing use of vehicle damage assessors in litigation. Other evidence supported existing views, that some 50% of WAD patients had symptoms at a year, that neurological signs and severity of initial symptoms were bad prognostic features. The paper dealing with assessment of neck pain and its associated disorders [44] had some valuable messages. CT scans for the suspected serious neck injury rather then plain films, and a careful history and ''selfassessment'' of non-emergency neck pain in the absence of neurology. The validity of commonly used objective tests is lacking and MRI scanning has nothing to add in the early evaluation of WAD. The papers dealing with treatment of neck pain, both surgical and non-surgical again had important conclusions. Percutaneous and open surgical treatment for neck pain alone, without radicular symptoms lack scientific support [8] . The use of disc replacement as opposed to anterior discectomy and fusion in radicular syndromes whilst showed similar results, but the long-term viability of disc replacement has not been demonstrated.
The paper dealing with non-invasive interventions for neck pain [28] , largely dealing with treatment of WAD has so much interesting material that any summary is impossible. Collars are out, exercises are in, and rather surprisingly acupuncture gets a degree of modified support. It is clear that as far as WAD is concerned we still have no explanation of its cause and hence no single therapy is likely to be appropriate.
Early enthusiastic treatment does not lead to a better prognosis, though whether this is a consequence of the treatment or a consequence of the fact that patients who request or require early intense treatment are the more severe cases is not clear.
The paper by Feleus et al. [18] dealing with the management of non-traumatic arm, neck, and shoulder complaints in a general practice setting, was of interest insofar as counter intuitively, if a diagnosis was made they were likely to be referred to a specialist for treatment but if a diagnosis could not be made then they were treated with physiotherapy and medication, rather then sent to a specialist to establish a diagnosis.
The paper by Kongsted et al. [33] is of great importance in a year where the Eurospine has devoted two supplements to whiplash injury. They ask the question ''Are early MRI findings correlated with long-lasting symptoms following whiplash injury?'' They carried out a cervical MRI on 178 patients with a soft tissue injury of the sustained in a vehicular accident, at an average of 13 days after the event, and at 3 months. They were followed for 12 months.
There were seven patients who had evidence of soft tissue injury. However in the other patients MRI findings did not predict outcome, and surprisingly the presence of pre-existing degeneration was not indicative of a poor prognosis. They make some interesting comments concerning the possible deficiencies of their study. It is possible that they may have missed evidence of injury in the sub-occipital area and upper cervical spine, and future investigations should concentrate on this area. Radiological examinations, flexion and extension, should be done in a sitting or standing position, not supine. Their message is that early MRI is not indicated in the primary assessment of a patient with a whiplash injury, unless on clinical grounds a disc protrusion is suspected, and that at the outset MRI findings are not of value in determining prognosis.
The paper by Kumar and Gowda [35] concerning cervical foraminal selective root block, using a two-needle technique is I believe a valuable contribution to the subject. It gives a very clear description of the technique, and explains the logic of using a two-needle technique, which allows the safe use of a very fine needle within the foramen, reducing both the risk of injury and infection. All had MRI confirmation of the diagnosis of root compression or stenosis, and therefore could be considered candidates for open surgery. Only 2 out of 30 required surgical treatment, and this was apparent at 6 weeks. One can compare these results to those achieved by Li et al. [39] , in their paper describing percutaneous cervical nucleoplasty in the treatment of cervical disc herniation, I suspect that most patients and surgeons would opt for a selective root block, rather then having the inside of the disc burnt, and the risk of a piece of equipment being left in the disc! Kumar in his preoperative assessment measures the neck disability index, and shows that it reduces from an average of 66.9 to 31 at 6 weeks, with little reduction afterwards at a year. This is a useful index it would seem. The paper by Anneli Peolsson [47] suggests that the presenting neck disability index is an important prognostic factor in patients who have an anterior cervical fusion for a cervical radiculopathy. If it is very high, the result of surgery is less satisfactory. Curiously their figures for presenting NDI are considerably lower than those recorded by Kumar, which again adds weight to the concept that before carrying out an anterior fusion for a cervical radiculopathy, a root block should be done. The results in patients with disc protrusion in the cervical spine seem better than those achieved in the lumbar spine.
Back pain and discectomy
The paper by Luoma et al. [40] concerning MRI signal abnormalities in patients with low back pain, often referred to as Modic changes are of some importance. They looked at 24 patients with a wide variety of subchrondral abnormalities and followed them up for periods between 18 and 72 months. No clinical date is presented concerning any relationship to symptomatology, a deficiency pointed out by Lam [37] in his review of the paper. However, it is clear that over the course of time these changes spontaneously change: for example of the 54 subchrondral hypointensities (Modic 1) 12 enlarged, 6 remained constant, 36 decreased or disappeared, and 5 new ones developed. Advocates of various devices of soft stabilization often claim that changes in Modic features are indicative of a curative effect of the surgery, the fact that such alterations occur spontaneously must cast doubt on this interpretation. Although it is clear that these changes are related to end plate lesions I agree with Lam that the Schmorl's nodes are probably not of great relevance, as most commonly their onset is in adolescence, and bear little relation to low back pain.
The paper by El-Metwally et al. [17] concerning the genetic and environmental influences on non-specific back pain in children raises some important issues. It is a twin study and essentially shows that at the age of 10-11 years of age, environment is more important than genetic influence. The environment may include psycho-social factors as well as physical. Since we know that back pain in children and adolescence is predictive of back pain as an adult, and it is considered that in adult's genetic influences more significant than environment, this represents a somewhat conflicting finding…. It is the case, however, that many adult studies are based on MRI findings in twins, and this study is on reported back pain rather then MRI appearances.
The paper by Mattila et al. [41] which looked at early risk factors in adolescents for discectomy as adults, certainly suggests that environment plays a role: obesity in woman and smoking, and frequent participation in sports clubs in men being a low level association. The higher incidence in man they thought was related to the compulsory military service in Finland, where men were involved in repetitive lifting of heavy loads in training. The further paper by the same author concerning low back pain and its risk indicators in over 7,000 male conscripts [42] which indicated that there is an association between poor overall health and back pain is of interest. This paper demonstrates the problems of explaining some associations, for example the use of smokeless tobacco was associated with back pain, possibly explained by the fact the conscripts using smokeless tobacco tended to be much involved in organised sport, and thus have been more likely to sustain injuries.
The paper by Puolakka [50] dealing with back pain related loss of working time after surgery for lumbar disc herniation at 5 years, has an important message concerning our management of such patients after operation. The percentage of patients at 5 years as judged by degree of back-related time of work or a work disability pension was 53%, (10% were receiving a pension). The result at 2 months was predictive. If at that stage, the ODI was high, they still had leg pain and there was a perception of poor motivation, then future loss of working time was likely to be high. They were unable to show that length of preoperative disability was a predictor of a poor outcome, partly because they could not separate it from a high ODI, which was a predictor of a poor outcome. It would seem reasonable to direct to this group at 2 months, intense rehabilitation and pain management rather than wait and see if things improve which is commonly the practice.
The paper by Boviatsis et al. [5] dealing with the diagnosis and treatment of synovial cysts although reporting results in only seven cases, presents such an excellent literature review that a very clear message is given. Surgical removal of the cyst is an excellent procedure with a very high success rate (in their small series 100%). What is intriguing is how good the results generally are, as these are patients with degenerate backs, with back pain, abnormal movement at the affected level (usually 4/5, and an incidence of spondylolisthesis). It would not be surprising, if faced with such a patient, fusion as was advised as well as cyst removal to deal with the spondylolisthesis (present or potential). Yet clearly the literature review as well as their own small series indicated that concomitant fusion was not indicated. In their review of the literature only 9 out of 499 patients had to undergo a subsequent fusion, although in one series of 194 patients, some 50% had degenerative spondylolisthesis. Subsequent fusion was only needed in four who developed symptomatic spondylolisthesis. In the preoperative assessment some radicular or stenotic element must be present to establish that the cyst was causative of pain, but back pain was always a feature, and could dominate the presentation.
Fusion
The paper by Andersen et al. [3] concerning postero-lateral lumbar fusion reporting the long-term follow-up on 83% of a randomized trial of postero-lateral fusion, instrumented and uninstrumenteed, which was first reported in 1997. It confirmed the original finding that instrumentation carried little benefit when used when doing a fusion for degenerative disease and was of negative value when used in lytic spondylolisthesis. What was of interest in this paper was that 45% of the group had retired due to back pain. As might be expected the best results in terms of pain and function were in those patients who were still working. Whether they are better results because they work, or work because they are better results is arguable. The lack of any deterioration from the results at 5 years rather disproves the concept of adjacent segment degeneration so popular with those who advocate disc replacement.
Surgical technique
The paper by Ronnberg et al. [52] concerns the use of ADCON-L to prevent postoperative scarring after the surgical treatment of a disc herniation. It is a well-designed prospective study, appropriately blinded, with a non-treated control group. It shows that scarring is unaffected by the use of ADCON-L and perhaps even more importantly the clinical results were not affected by scarring, either its extent or position. No longer would it appear can we blame our failures on scarring. However, these studies deal with peridural scarring; the unknown question is what relation this has to scarring within the dural sac, and within the nerve sheath. The latter by its, interference with CSF and blood circulation surely must be significant. The authors comment that their studies were done with a 0.5 Tessler MR scanner, and they wonder if the answer would be different with a bigger scanner, presumably hoping to recognise the extent of intradural scarring. The paper by Sandoval and Hernandez-Vaquero [53] reported animal experimental work on the same subject. They performed lumbar laminectomies on 24 rabbits, and to 12 they gave a non-steroidal drug daily postoperatively, the other 12 saline. They sacrificed the animals at 2 weeks and at 4 weeks, and showed that the amount of fibrosis in the treated group was some 40% less, with an 8% decrease in fibroblasts. Unfortunately, they do not comment on intradural scarring, and their illustrations do not show any. In view of the ADCON-L study indicating that peridural scarring is irrelevant to the result, the clinical significance of the rabbit study would have to be whether a subsequent clinical study showed an effect, and whether intradural scarring was reduced.
The paper by Takeuchi [59] dealing with the technique of cervical laminoplasty presents a prospective randomized study, comparing two surgical techniques, and their effect on activities of daily living. In one group the laminoplasty extended up to C2, and the semi-spinalis had to be detached, and then reattached, and in the other group, a laminectomy rather than a laminoplasty was done at C2, and the semi-spinalis was not detached. At a year followup, the group where the muscle had been left attached had better range of movement, and less interference with daily living. This is a simple clear message showing how surgical approach can affect long-term function.
The paper by Kaya et al. [31] describing a very simple device easily made for removing a broken screw is one of those short papers rather liked by surgeons, as it deals very simply with a not uncommon surgical difficulty, surgeons should read it and get one made in their department.
The paper by Canto et al. [7] concerning the influence of decortication of the recipient graft bed on graft integration and tissue neoformation in the graft-recipient interface, proves histologically, what custom and practice dictate. They show that if decortication is not carried out, then the amount of bone formed was only some 7% compared with 40% if decortication had been carried out. Unfortunately, the use of internal fixation when doing a postero-lateral fusion interferes with this process, especially if the plate or rod lies in the gutter between the pedicle and the transverse process (a safe entry point for screws). In view of the doubtful value of internal fixation in doing a postero-lateral fusion, this paper is a further argument against its use.
The paper by Gurbet et al. [23] covers a well-trodden subject, the use of anaesthetic infiltration perioperatively to reduce postoperative pain. Having been involved many years ago in a study where we bathed the wound in anaesthetic, and found it was no better then infiltrating the skin edges postoperatively this further development showing that preoperative infiltration is even better. Their explanation of why this may be so carries credibility. The lack of any real difference if steroid was added suggests that that could be dispensed with, steroid is never entirely without risk.
The paper by Rimondi et al. [51] dealing with CT-guided biopsy with a successful histological diagnosis of 89% gives two important messages. The size of needle is important. They used 4-5 mm trocar, and did not use the small needle biopsy sets of 1.5 mm unless the size of the patient or the lesion made it impossible to use the larger trocar (only 5 patients). They approached the spine so that they could for certain reach the lesion easily, and hence used transpeduncular, lateral or even mid posterior approaches. Many interventional radiologists have become so used to the trans-pedicular approach, that they restrict their ability to get satisfactory specimens.
The paper by Ge et al. [21] concerning the concentration of three anti-tuberculosis drugs in tuberculous lesions, and demonstrating that within sclerotic lesions, appropriate concentrations were not present has important implications concerning the indications for surgical clearance, and technique during surgery. The surgeon must be certain to remove sclerotic bone to allow access of the anti-tuberculosis drugs. It appears to be the case that due to the effect of gene mutation and host immunity spinal tuberculosis has become more refractory to treatment, possibly because the incidence of sclerotic forms has increased, comprising some 70% of spinal tuberculosis.
Spinal stenosis
The paper by Barz et al. [4] evaluating the diagnostic value of the treadmill test in predicting spinal stenosis concluded that although it correlated well with the MRI or CT evaluation of the degree of stenosis, it correlated poorly with the VAS, that is it was not good measurement of the degree of overall disability. It is presumably a measure of the contribution stenosis alone has on their disability, and clearly a general assessment of their disability and function must also be carried out. Although they state that the treadmill test is a useful postoperative assessment of result, this is based on other reported work, not their own [14, 15] .
Scoliosis
In the past many spinal surgeons could leave scoliosis to the specialist scoliosis surgeons, but the ageing population has meant that degenerative scoliosis is increasingly having to dealt with by spinal surgeons whose practice is not exclusively in scoliosis. The paper by Cho et al. [12] ''Short fusion versus long fusion for degenerative scoliosis'' deals with an important aspect. Although the followup is short, and the results of short fusion may deteriorate further, even in the short term (2-8 years, mean 4.3 years) short fusions failed. However, these are elderly people and the added risk of a long fusion is not inconsiderable. Careful evaluation of the various types of deformity present is vital, and if a short fusion will satisfactorily address those, then in view of lower complication rate, that may be more appropriate. The paper gives valuable practical advice. However, any one doing such surgery is well advised to read the paper by Aebi [1] in 2005, which emphasises that on occasion minimal procedures can address the clinical problem, without recourse to major correction in this elderly group of patients., whose life expectancy may be such that failure of correction has not time to occur.
Last year Hempfing et al. [25] cast doubt on the need for anterior release and posterior surgery in the treatment of thoracic adolescent scoliosis. The paper by Di Silvestre et al. [16] examines the benefits of pedicle screws alone as opposed to hybrid instrumentation (proximal hooks and distal screws). They found that pedicle screws alone allowed a greater correction of both main thoracic and secondary lumbar curves, less loss of the postoperative correction achieved and fewer revision surgeries. The use of pedicle screws throughout the construct was associated with screw related complications of 44% at the time of surgery as opposed to only 29% in the hybrid group, and the operations were longer in the pedicle only group. On the other hand postoperatively, the hybrid group had complications due to hook displacement.
Surgical skill is clearly central to the choice, of implant, and in the very severe curve, the hybrid system will be safer, and has the same degree of patient satisfaction.
Soft stabilization
In the late 1990s the concept of soft stabilization was conceived. First, we had the Graf ligaments, then the Dynesys, and now we have a number of interspinous devices all purporting to be an effective treatment for back pain. The first to gain widespread publicity was the X-STOP designed specifically to treat spinal stenosis, which was relieved in the flexed position. Associated back pain was also helped, and following the reported success of X-STOP, a number of other interspinous devices were marketed and are in clinical use to treat back pain. The paper by Wilke [61] examines the biomechanics of these devices, assessing what they do to spinal function. Essentially they all do the same, stabilizing the spine in extension and unloaded the disc in extension. Whether they unloaded the facet joints will be subject of further work. It is difficult to see how these devices could be expected to cure back pain, which clinically is more related to the flexed position. Perhaps of the greatest concern is that these biomechanical are only done when the devices have been in use for some years.
Schulte et al. [54] in their paper ''The effect of dynamic, semi-rigid implants on the range of motion of lumbar motion segments after decompression'' established the effect spinal decompression had on spinal mobility and then assessed the effect that the insertion of a Wallis interspinous spacer, and a Dynesys implant had on this ''instability.'' They showed that indeed both implants affected stability, the Wallis only in the flexion extension plane, the Dynesys in this plane and also lateral bending. Whether this is of any clinical value is of course not established.
Metastatic spinal disease
The surgical treatment of spinal metastasis has been one of the most valuable developments in spinal surgery in recent years. The importance of expected survival is central in decision-making concerning the extent of surgery, and indeed whether surgery is appropriate. As a consequence we have been provided with a number of assessments or scores to help us make that decision. The paper by Leithner et al. [38] and the comments on this paper by Schultheiss [55] are important. It may be that as Leithner suggests that the Bauer scoring system in their group of 69 patients proved the most accurate, but as Schultheiss point out this is a small group, and larger multicentre studies may be necessary to identify the best scoring system. He points out those new investigations in medical oncology can be of value in specific cancers to aid prognostic accuracy.
I have found the experience of reading almost all papers published in this year in the European Spine Journal exhausting, but rewarding. Although it is the European Journal, it is clear that it is now a very international journal. I do hope that this brief review of papers will encourage readers to re-look at the Journal and read them, if they have not already done so.
